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Vocational Rehabilitation of People with
Traumatic Brain Injury
Tony Hunstiger MEd, CRC* and Gunnar Thompson PhD**
The role of the vocational rehabilitation counselor in the rehabilita
tion process for individuals with TB? is explained. The specialized
evaluation, team-orientation, and services Thvolved are described.
Eight areas involved in vocational evaluation are noted: social
support, vocational / educational, independent living, medical,
behavioral/psychosocial, financial, legal, and other areas.
Recent advancements in emergency trauma care and physical
rehabilitation offer hope of survival to people who sustain brain
injuries. As encouraging as that may be, vocational interests of those
with traumatic brain injury (TBI) can not be overlooked. Rehabili
tation services are not usually readily available or affordable for
most people. It is this unavailability of adequate life-long care
programs for persons with chronic impairments that seems to be the
major problem facing survivors of TBI.’ Vocational readjustment
can play a major role in optimal medical recovery, psychological
adjustment, and long-term quality of life.
A vocational consultant may be added to the treatment team at any
point where immediate vocational decisions must be made regard
ing the patient’s employment status or where long-range vocational
goals might provide a suitable foundation for psychological adjust
ment. A vocational evaluation is begun as soon as the individual with
TBI is mentally and physically prepared to begin the tasks of
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physical and cognitive rehabilitation. This evaluation considers the
pre-injury occupation along with a current assessment of skills,
interests, and limitations.
When the patient is ready, a return to work program is initiated to
begin the process of gradually resuming work-related activities.
Through the coordinated efforts ofphysical therapist and vocational
counselor, long-term vocational goals can often serve as a frame
work or incentive for patient effort. The timing, method, and goals
for work-related activities are generally summarized in a document
called the “vocational rehabilitation plan”.
Because of the complex consequences associated with TBI,
vocational assessment and planning require a team effort involving
client, family, physician, neuropsychologist, vocational rehabilita
tion counselor, physical therapist, occupational therapist, and other
appropriate parties. The rehabilitation plan serves the purpose of
establishing a framework for coordinating team efforts. Patient
status is monitored in all crucial phases, and the plan is modified to
suit changing contingencies and unforeseen opportunities. Family
involvement is recommended in all phases of the rehabilitation
process, along with the support, and coordination of all team
members. Since research indicates the need for (a) unique evalua
tion techniques, (b) team-oriented rehabilitation planning, (c) team-
oriented therapies, and (d) support services formulated specifically
for TBI survivors, it is necessary for case managers (i.e., vocational
rehabilitation counselors) working with this population to develop
specialized knowledge, skills, and resources.2
A team of specialists with a representative from each relevant
discipline should be gathered. A team leader is then identified from
among the specialists gathered. Treatment goals are prioritized
according to the client’s needs. A schedule for evaluating treatment
is established on the basis ofobjective outcomes, which are expected
at prescribed intervals based on the patient’s usual level of function
ing. Failure to attain expected outcomes provides a basis for re
evaluating client abilities and re-adjusting the long-term program.
The provision of care across all levels of treatment is monitored for
continuity. An outcome orientation is promoted; and, ideally, long-
term management and support systems are put in place.
Some aspects of vocational rehabilitation, such as vocational
evaluation, neuropsychological, and psychological assessment are
specific to the vocational rehabilitation component of TBI rehabili
tation. Other aspects of TBI rehabilitation, such as cognitive
remediation, psychotherapy and social skills training overlap with
the vocational rehabilitation process. These aspects of rehabilitation
include the assessment of key barriers to employability and commu
nity reentry after brain injury, which are the effects ofpsychological
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and cognitive changes. These changes are often more profound than
physical changes.3Vocational rehabilitation provides training not
only in job skills, but also in appropriate workplace behaviors. It
provides an effective means of restoring a sense of identity to a
person with a brain injury. In this regard, vocational rehabilitation
should be viewed as a major part of the overall rehabilitation
process.
An assessment of the client’s needs is an elementary component
ofany initial vocational rehabilitation, case management or life-care
planning interview. These needs generally fall into the following
inter-related categories: (1) a social support system, (2) vocational
and/or educational assistance, (3) independent living, (4) medical,
(5) behavioral management / psychosocial, (6) financial, (7) legal,
and (8) other areas of concern. In this process of life care planning,
nothing should be left to chance; and, everything important in the
TBI survivor’s life should be considered openly and in depth with
active participation by all involved.4This list of aspects of life is used
to analyze an individual client’s needs so that they can be prioritized
and included in their vocational rehabilitation plan. The use of this
framework simplifies the vast array of complex and overlapping
aspects of TBI rehabilitation making them more manageable.
A social support system, or the lack of one, establishes the
alternatives available to a TBI survivor upon discharge from acute
care. This category may be the most important in terms ofpromoting
optimal rehabilitation for a person with an injury: “people do better
and heal faster when they feel that somebody cares about them.”5
Lack of social contact, increased dependence on the family, and a
reduction in close friends, leisure activities and visitors is a frequent
concern of post-injury clients.6
Without assistance from family, friends, community and/or a
competent guide, such as a vocational rehabilitation counselor, the
survivor may not receive needed chronic care. Lacking the skills
necessary to care for themselves, persons having TBI may become
a social burden by becoming homeless, institutionalized, or jailed.
Access to the other seven categories on the life-care-planning list
above might be impossible without fundamental social support.
As the incidence of brain injury among young people is known to
be very high, return to school is often a serious concern after injury.
Awareness regarding TBI by educators and school counselors and
awareness of students and their parents of services available to them
needs to be increased. For most young adults, return to work or
school is usually a desirable and potentially attainable goal.
Vocational evaluation as part of the transition from school to work
comes under the auspices of the State-Federal vocational rehabilita
tion program. State counselors use a variety of assessment tech
niques including simulated job tasks such as standardized job
samples, trial work stations or “situational assessments” in addition
to neuropsychological evaluations as the basis for an adult rehabili
tation plan. Persons who are injured on the job qualify for assistance
from counselors who are certified with the workers’ compensation
program. Finally, some individuals covered by automobile insur
ance receive vocational counseling assistance under the terms of
vocational rehabilitation coverage. However, financial constraints
often limit the availability of skilled counseling or other services for
persons with chronic disability.
Vocational evaluation involves an assess
ment of an individual’s assets and limitations
along with a prediction of the individual’s be
havior and success on the job. Vocational evalu
ation encompasses the full repertoire of work
behaviors with a focus on the manner in which
deficits interfere with vocational functioning. A
determination of maximum capabilities and
mechanisms to optimize performance is neces
sary. On-the-job evaluation is preferable tostan
dardized group testing and commercially avail
able work samples for this population.7
The vocational counseling component usu
ally involves helping a person with a brain
injury develop a realistic vocational outlook.
Frequently, people with brain injuries, over
estimate their vocational potential, with the con
sequence that their vocational goals are unreal
istic. Further, they typically underestimate the
amount of work or the extent of the capabilities
needed to achieve their goals because they lack
self-awareness and do not accept the conse
quences of the injury. Vocational rehabilitation
counselors work closely with professionals at
tending to the psychological adjustment. They
can recommend work-related activities to help
the person with the brain injury become aware
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Vocational training focuses on job performance tasks and behav
iors. This includes skill proficiency, rate, quality and endurance. It
includes equally the development of appropriate on-the-job behav
ior. A flexible training program using behavioral techniques with
presentation of tasks in small, sequential steps along with a gradual
shift to self-monitoring is recommended)
Job development and job placement approaches vary according to
job readiness and severity ofinjury. A client may start with volunteer
work, move to supported employment with ajob coach and finally
hold a job independently. “Supported employment” is so named
because special trainers called “job coaches” assist individuals with
handicaps as they learn complex tasks on the job site; or, co-workers
are trained to assist the person to keep on track or to assume those
job tasks that are beyond the TBI worker’s competency. Return to
work options are as broad as the labor market, but are defined by the
person’s work and educational history, physical and mental abili
ties, aptitudes, interests, and needs.
Research has consistently shown a decrease in employment rates
after brain injury in relation to pre-injury employment rates; further
more, unemployment is often a long-term problem due to relatively
minor behavior-cognitive deficits.9With special and intensive forms
of intervention, however, employment outcomes can range from
50% to 80% for clients with even a severe TBI. Although job
placement is possible, sustained job retention is a lingering con
cern.t°Follow-up after job placement is, thus, important with this
population. Monitoring of activities and assistance with situations
may be necessary for some time afterplacement to insure work skills
and behaviors are appropriate. Typically, six months to one year is
suggested.
Before return to work is possible, basic supports may be needed.
The support services for independent living most needed by persons
with moderate to severe TBI are: (a) personal assistance services, (b)
homemaker/chore support, (c) home health services, (d) respite
services, (e) housing, (f) case management or resource coordination,
(g) transportation, and (h) advocacy. The three obvious barriers that
impede the delivery and utilization of these needed supports are
funding, attitudes, and housing. If lack of funding is a problem, a
case manager can help direct the person with TBI and their family
to sources other than individual insurance like Social Security and
Medicaid. Where an attitudinal barrier is a problem; the widely held
opinion that persons with disabilities cannot or should not live
independently often means a more restrictive lifestyle in a “safer
environment” than is needed or desired by the individual. When
there is no affordable housing, it is often less expensive to place
individuals in nursing homes instead of in more appropriate commu
nity based independent living arrangements)
Most medical insurance policies cover only hospital-based reha
bilitation, and not chronic care. The hospital team must, therefore,
deliver the most comprehensive, high-quality treatment before the
person is discharged from the hospital. In order to obtain this goal,
Howard calls for an inter-disciplinary approach rather than a multi
disciplinary approach. A few significant differences between the
inter-disciplinary model and the multi-disciplinary model are: a
behavioral-learning treatment model, not a medical treatment model;
an emphasis on mental, not physical treatment; chronic care, not an
acute care model; group control with a democratic team leader, not
centralized control with an autocratic team leader; a common goal
among the disciplines, not separate goals; a focus on the whole
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patient, not on rehabilitating parts of the patient; and group problem
solving in staff meetings instead of individual reporting.’2
Any discussion of the support system, the vocational/educational
rehabilitation, the activities of daily living of the person with TB!,
or the medical aspects of the person with TB! must deal with
managing the behavior of the person with TBI. The rebuilding of
social skills is often necessary to allow the human contact vital to all
other concerns. The behavioral and cognitive aspects of TB! are not
physically obvious, yet they are often most severely effected by TB!
and are tied to every element of social and familial support and
cohesion for the recovering individual.
It is critical that accurate assessment of an individual’s strengths
and limitations followed by appropriate interventions to improve
behavior take place from the beginning of treatment. A person with
TB! often suffers memory and personality impairments. These
impairments threaten social relationships and can lead to social
isolation, frustration and substance abuse. Given an opportunity to
become involved and learn in a challenging environment, these
socially challenged individuals often achieve a new sense of identity
and self-esteem)3As the high incidence of vocational and academic
failures can be attributed partially to substance abuse, in order to
more effectively overcome obstacles to educational and vocational
outcomes, professionals can become more knowledgeable about
and can educate their clients about substance abuse risk factors,
assessments, and interventions while stressing the need for continu
ing education, family involvement, and increased monitoring with
increased independence.’4
Private insurance rarely pays for anything other than acute care,
and the co-payments on that care are beyond the financial reach of
most individuals. The health-care crisis of the 1990’s has forced a
move toward managed care in medical treatment. This poses a new
danger to rehabilitation, especially in treatment of brain injury.
Insurance companies are increasingly intervening in treatment plan
ning, while control of patient care is moving out of the hands of
clinicians and facility managers into the hands of the payers for
services.’5
An important first step in financial planning for a person with TBI
is determining eligibility for government benefits. The next step
involves looking beyond government benefits, which generally pay
only basic room and board expenses, and calculating the remaining
financial needs of the person with TB!. A financial strategy can be
devised once these basic costs are determined. Experts in financial,
investment and estate planning as well as insurance specialists
should be consulted for help in determining long-term costs.’6
Whether acquiring knowledge of legislation impacting people
with TBI or selecting a competent plaintiff’s attorney when a
personal injury suit is involved, a person with TB! and their
caregivers may require expert legal advice. If the event that caused
the TB! may become the subject of civil litigation, it is important to
select the right lawyer as soon as possible. Money obtained through
litigation is used for compensation for lost income, pain and suffer
ing, and to pay for treatment and rehabilitation programs.
The “other” category in the life-care list is designed to include
planning for any individual aspect that may not fit conveniently
anywhere else in the life-care-planning list. These may include
religious, leisure or other activities that are of particular interest to
the individual. Special diets, equipment, and clothing, treatments
that work, and personal preferences should be considered here.
The only cure for TB! is prevention. Use of seat belts and air bags
in cars, use of helmets by riders on motorcycles and bicycles, along
with efforts to eliminate drunken and unsafe driving can reduce the
incidence of TBI. Gun control, awareness and reporting of child
abuse, stricter regulations governing contact sports, and the preven
tion of secondary injury through prompt identification and diagnosis
of TBI are also ways to reduce the incidence ofTB!. Considering the
extent of the intellectual and personal loss caused by TB! as well as
the enormous financial burden placed upon families and society as
a whole, the little effort directed at prevention is woefully inad
equate.’7
In spite of the best efforts at prevention some individuals will
become injured; and they will need effective rehabilitation services.
Only a comprehensive program of professional services can miti
gate the mental, physical, emotional, spiritual, and financial costs
paid for by survivors of TB!, their families, and the larger commu
nity. With an understanding of the unique processes of vocational
evaluation, team oriented planning and therapy, and special support
services specifically directed at re-training people with TBI to re
enter the community and the workforce, professionals, and the
public alike, can assist survivors of TBI to achieve meaningful and
rewarding lives.
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